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Posttraumatic Stress Disorder and Health-Related
Quality of Life Among a Sample of Treatment- and
Pension-Seeking Deployed Canadian Forces
Peacekeeping Veterans
J Don Richardson, MD, FRCPC1; Mary E Long, MA, MS2; David Pedlar, PhD3;
Jon D Elhai, PhD4
Objectives: To examine the health-related quality of life (HRQOL) in deployed Canadian
Forces peacekeeping veterans, addressing associations with posttraumatic stress disorder
(PTSD), and depression severity.
Methods: Participants (n = 125) were consecutive male veterans who were referred for a
psychiatric assessment. Instruments administered included the Clinician-Administered
PTSD Scale, Hamilton Depression Scale, Short-Form-36 Health Survey, and
sociodemographic characteristics.
Results: Mental HRQOL was significantly lower for peacekeepers with, than without,
PTSD. Using univariate analyses, PTSD and depression severity were each significantly
negatively related to mental HRQOL. In sequential regression analyses controlling for age,
we found that PTSD and depression severity significantly predicted both mental and
physical HRQOL.
Conclusions: Veterans with PTSD have significant impairments in mental and physical
HRQOL. This information is useful for clinicians and Veterans Affairs administrators
working with the newer generation of veterans, as it stresses the importance of including
measures of quality of life in the psychiatric evaluation of veterans to better address their
rehabilitation needs.
Can J Psychiatry 2008;53(9):594–600

Clinical Implications
· Veterans with significant symptoms of PTSD and depression present with significant physical
and mental impairment.
· Understanding the functional impairment in veterans with PTSD can assist with
rehabilitation.
· It is important to include measures of quality of life in the comprehensive evaluation of
veterans to better address their health care needs.
Limitations
· A male sample of veterans with a service-related disability limits generalizability.
· HRQOL was based on the Short-Form-36 Health Survey.
· Inherent to a cross-sectional study, at best we can establish an association but not causality.
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ince the 1990s, with the end of the Cold War, there has
been increased instability on the international stage with a
rise in intra-state conflict, ethnic cleansing, and global terrorism. Recent United Nations peacekeeping missions in areas
such as Rwanda, Somalia, and the former Yugoslavia expose
peacekeepers to considerable stress and traumatic events,
such as witnessing atrocities that they are helpless to prevent,
especially the death of children.1–5 The United Nations rules
of engagement, in which soldiers must show restraint and neutrality, often prohibit the use of force. This may increase a soldier’s sense of helplessness and exacerbate an already
stressful situation. Of particular importance to peacekeeping,
the feeling of being unable to control a situation at the time of
trauma is an important risk factor for developing PTSD.6,7

S

Over the past 2 decades, many studies have demonstrated the
negative psychiatric impact of peacekeeping operations.8–12
The relations among PTSD, physical health, and mental
health impairment is a large and well-developed area in combat veterans,13–19 but less studied is the impact of psychiatric
illness on quality of life among the deployed peacekeeping
veteran population.
Physical and mental health functioning are among the principal domains of HRQOL,20 and a growing amount of literature
has examined the association between mental illness and
HRQOL. However, its association with anxiety disorders,
such as PTSD and HRQOL, has not been adequately studied,
especially among combat and peacekeeping veterans.21 Some
studies have demonstrated a decrease in HRQOL among individuals suffering from PTSD.22–24
Many studies have used the Medical Outcomes Study SF-3625
to measure the association between medical illness and functional health. Buckley et al26 reported significantly lower
physical health functioning in veterans with PTSD using the
SF-36. In a smaller study in subjects with PTSD, Malik et al3
reported mainly lower mental health functioning, but not in
scales measuring physical health functioning (physical functioning and role physical). When comparing the
PTSD-diagnosed participants with published SF-36 norms
for major depressive disorder, those with PTSD had better

Abbreviations used in this article
CAPS

Clinician-Administered PTSD Scale

HDRS

Hamilton Depression Rating Scale

HRQOL health-related quality of life
MCS

Mental Component Summary Score

PCS

Physical Component Summary Score

PTSD

posttraumatic stress disorder

SF-36

Short-Form-36 Health Survey
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functioning on physical health scales (physical functioning
and role functioning), but worse functioning on mental health
scales. Rapaport et al27 reported similar impairment in
HRQOL in subjects with PTSD, and that impairment was
also predicted by PTSD severity and comorbid major depressive disorder.
To our knowledge, there have not been any published studies
using the SF-36 to specifically examine HRQOL in samples
mostly comprising peacekeeping veterans evaluated for
PTSD. Studying peacekeeping veterans is important, given
their relatively high exposure to extremely stressful and traumatic events, and their inability to respond to these traumas.
By a d min is te r in g th e S F - 3 6 to tr e a tmen t- an d
penison-seeking veterans, we were able to address the following questions:
· To what extent is HRQOL impaired in veterans with
PTSD?
· To what extent do PTSD severity and associated

depression, which is often comorbid with PTSD,28,29
predict HRQOL impairment?
Based on this literature, we expected to find that veterans
with PTSD would have greater functional impairment, and
that the severity of impairment would be related to PTSD
severity and associated depression.

Method
Participants and Procedures
Participants (n = 125) were consecutive male deployed
Canadian Forces peacekeeping veterans who were referred
by way of their medical provider or pension officer to Veterans Affairs Canada, or a mental health clinic whereby their
evaluation was funded by Veterans Affairs Canada for a
comprehensive psychiatric assessment between 2000 and
2006. The data presented here are based on the results of a retrospective file review of data gathered in the context of clinical assessment, having received Institutional Review Board
approval from the Office of Research Ethics at the University
of Western Ontario.
Instruments
The CAPS30 was administered by a trained clinician to diagnose and assess the severity of PTSD. The CAPS is a structured clinical PTSD interview rating frequency and intensity
of the 17 DSM-IV PTSD symptoms. The CAPS has strong
interrater reliability (0.92 to 0.99) and high internal consistency (0.73 to 0.85), and convergent and concurrent
validity.31 A more recent review of the first 10 years of
research using the CAPS continued to report excellent
interrater reliability consistently at the 0.90 level or more, and
excellent convergent and discriminant validity and diagnostic utility.32 The diagnosis of PTSD was made using the more
595
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restrictive CAPS (item frequency of 1 or more and intensity of
2 or more, for at least one PTSD criterion B, 3 C, and 2 D
symptoms, and total severity of more than 65) rule.33 The criterion A was determined by administering the Life Events
Checklists,34 packaged with the CAPS, and assessing the 3
worst military traumatic events.
Patients were assessed for severity of depressive symptoms by
a trained clinician using the 21-item HDRS.35 The reliability
of the HDRS is adequate, with high interrater reliability ranging from 0.6536 to 0.9,37,38 and internal consistency of 0.7637 to
0.92.39 The HDRS is also highly correlated with other
clinician-rated instruments such as the Montgomery-Asberg
Depression Rating Scale, with correlations between 0.80 and
0.90.40 HRQOL was assessed using the SF-36,25 which measures functional impairment (or HRQOL). The SF-36 measures impairment in 8 domains or subscales, 4 of which relate
to mental health, including vitality (a measure of energy level
and fatigue), social functioning (the extent to which physical
health or emotional problems have interfered with social
activities), role emotional (difficulties in work or daily activities owing to emotional problems), and mental health (a measure of the degree of anxiety, depression, and of positive
emotional states, such as feeling calm, peaceful, and happy).
Additionally, 4 scales relate to physical health, including
physical functioning (limitations in concrete physical
actions), role physical (difficulties in work or daily activities
owing to physical problems), bodily pain (the amount of pain
and how much it has interfered with normal work), and general health (how their general health is perceived to be, and the
extent to which it is perceived to get worse). The 8 SF-36
scales can be collapsed into 2 summary scores, PCS reflecting
physical health, and the MCS reflecting mental health.41 All
scale scores range from 0 to 100, with higher scores indicating
better functioning, standardized with the general population
for a mean of 50, and SD of 10.42 The validity and reliabilityof
the SF-36 have been well-established in large samples drawn
from the general population, including veterans and patients
with medical and mental health disorders.3,43–45
Sociodemographic characteristics, military service history,
significant life events, and current stress were also examined
at the initial psychiatric evaluation.
Analysis
Continuous variables were screened for missing data, which
were found to be minor and missing completely at random,
and therefore missing data were imputed using maximum
likelihood procedures. Pearson correlations were used to
assess relations between PTSD (CAPS total score) and
depressive symptoms (HDRS total score) on one hand, with
HRQOL on the other (SF-36 MCS and PCS).
596

We examined predictors of mental (vitality, social functioning, role emotional, and mental health) and physical (physical functioning, role physical, bodily pain, and general
health) health impairment severity (8 HRQOL subscale
scores) using 8 separate sequential regression models.
Although there are many possible sociodemographic variables that could potentially be related to SF-36, the main variables of interest were age, PTSD, and depression; the
variables marital status, years of military service, current military service, employment status, and exposure to combat or a
war zone are not well supported as predictors of health status
on the SF-36. For all analyses, the first step controlled for
age, the second step included PTSD severity (CAPS), and the
third step added depression severity (HDRS).27 The order of
entry of variables in the regression analyses were chosen to
first control for historical variables that are demographic in
nature (for example, age) and then look at the additive effects
of the symptom variables we used (PTSD and depression).
To minimize both type I and type II error, alpha levels for the
overall model tests were set at P < 0.01.

Results
Descriptive Analyses
The sample had a mean age of 41.49 years (SD 8.12). The
majority was currently in a formal or common-law marriage
(n = 89, 71.2%). Years of military service averaged 16.07
(SD 7.54), with 73.4% released and 26.6% still serving in the
Canadian military. While a proportion (n = 41, 32.8%) were
unemployed, most 64% (n = 80) were currently working for
pay, or attending retraining or school. The most common military theatres in which participants reported serving were the
Balkan states (Bosnia, Croatia, the former Yugoslavia, and
Kosovo; n = 60, 48%). About 82.9% (n = 102) had exposure
to combat or to a war zone during their deployment. Other
common traumatic events endorsed were assault with a
weapon (such as, being shot, stabbed, or threatened with a
knife, gun, or bomb) (n = 97, 78.9 %); physical assault (n =
93, 76.9 %); transportation accident (n = 81, 65.9 %); and,
exposure to a toxic substance (n = 73, 60.3 %).
Using the more restrictive CAPS (item frequency of 1 or
more and intensity of 2 or more, for at least one PTSD criterion B, 3 C, and 2 D symptoms, and total severity of more
than 65) rule, 77.6% (n = 87) of this sample met criteria for
PTSD. The mean total CAPS score for this sample was 75.21
(SD 24.17). The mean total HDRS score was 22.50 (SD
7.74). HRQOL as measured by the PCS and MCS was 43.69
(SD 10.76) and 30.02 (SD 12.73), respectively.
Univariate Analyses
First, we examined the relation between PTSD and depression severity, given their high comorbidity in military
W La Revue canadienne de psychiatrie, vol 53, no 9, septembre 2008
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Figure 1 Health-related quality of life in veterans with and without PTSD
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We found that PTSD symptoms severity (r = –0.70, P < 0.001)
and depression severity (r = –0.67, P < 0.001) were each significantly negatively related to MCS scores. In contrast to
these large relations with the MCS, neither PTSD severity (r =
–0.06, P = 0.46) nor depression (r = –0.17, P = 0.06) were correlated with the PCS.
To assess the functional impairment of having a PTSD diagnosis, we examined differences in HRQOL in peacekeepers
with and without PTSD. We found that peacekeepers meeting
CAPS PTSD criteria had a mean MCS score of 25.22 (SD
10.22) which was significantly lower than that for peacekeepers without PTSD (mean 41.00, SD 11.05), t = 7.75, df = 123,
P < 0.001, Cohen’s d = 0.74. However, the mean PCS score of
43.53 (SD 10.50) for peacekeepers with PTSD was not found
to be significantly different from those without PTSD (mean
44.06, SD 11.46), t = 0.25, df = 123, P = 0.80, Cohen’s
d = 0.02. When specifically examining the SF-36 subscales,
the means between peacekeepers with and without PTSD
were statistically significantly different for the 4 mental health
impairment subscales, vitality (t = 5.78, df = 123, P < 0.001,
d = 0.54), social functioning (t = 5.54, df = 123, P < 0.001,
d = 0.52), role emotional (t = 5.81, df = 123, P < 0.001,
d = 0.53), and mental health (t = 7.28, df = 123, P < 0.001,
d = 0.70). However, only 2 of the 4 physical health impairment subscales, role physical (t = 4.02, df = 123, P < 0.001,
d = 0.38), and general health (t = 2.78, df = 123, P = 0.006,
d = 0.23), also evidenced statistically significant differences
between peacekeepers with and without PTSD (Figure 1).
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veterans.28,29 As expected, the CAPS and HDRS were significantly correlated (r = 0.76, P = 0.01).
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Multivariate Analyses
In the first 4 sequential regression analyses, in which we
examined prediction of mental health impairment severity, as
measured by the SF-36 subscales vitality, social functioning,
role emotional, and mental health, we found that the first step
(age) contributed a significant amount of variance to only the
social functioning subscale (R2change = 0.04). The addition of
PTSD severity in the second step contributed a large amount
of variance across all 4 mental health subscales (R2change
ranged from 0.29 to 0.42). The third step (adding depression
severity) contributed small but significant amounts of variance (R2change ranged from 0.04 to 0.09). All of the final models for the mental health impairment subscale analyses
demonstrated statistical significance for the PTSD and
depression symptoms severity variables, with age being significant for only the social functioning subscale (Table 1). In
these models, both the depression and PTSD variables evidenced similarly moderate-to-large associations on the outcome variables (PTSD bs ranged from –0.29 to –0.35, and
depression bs from –0.29 to –0.47).
In the 4 sequential regression analyses in which physical
health impairment (SF-36 subscales: physical functioning,
role physical, bodily pain, and general health) severity was
predicted, we again found that age contributed a significant
amount of variance to only one subscale, the physical functioning subscale (R2change = 0.04). The addition of PTSD and
depression severity contributed small but significant
amounts of variance in both the second and third steps,
respectively, across all physical impairment severity analyses (PTSD R2change ranged from 0.03 to 0.17, and depression
597
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R2change ranged from 0.03 to 0.09). Similar to the mental health
impairment analyses, all but one of the final models for the
physical health impairment analyses demonstrated statistical
significance for 2 of the 3 predictor variables—with only the
physical functioning subscale resulting in a moderate, significant association for the age variable (b = –0.26). In those final
models in which both the PTSD and depression variables
were significant, PTSD symptom severity evidenced small,
nonsignificant effects (bs ranged from –0.01 to –0.17), while
depression evidenced moderate associations with the outcome variables (bs ranged from –0.27 to –0.46).

Table 1 Sequential regression, predicting severity of
impairment in HRQOL on the SF 36 subscales: final
models
Subscales
MCS

The functional impairment observed in this sample of veterans serving in peacekeeping missions also highlights the psychiatric impact and associated impairment of being deployed
to modern peacekeeping operations. PTSD severity was not
significantly correlated with physical health impairment
(SF-36 subscales: physical functioning, role physical, bodily
pain, and general health), corroborating findings by Malik
et al,3 but differing from several studies of American veterans.26,44,49 This discrepancy may be related to sample bias, as
this Canadian sample was much younger than the American
veteran samples and included pension-seeking veterans. It
may also be related to the nature of the traumatic event in
peacekeeping operational deployment, which often involves
witnessing atrocities and being unable to intervene,1,9,50,51
rather than traumatic events related to physical injury often
seen in combat veterans.52 The veterans in this sample were
also referred for a psychiatric assessment and it is possible that
veterans with more severe physical disabilities may not have
been referred for psychiatric care, but rather receiving treatment from their medical care provider. The additional association between depression and HQOL on scales measuring
mental health impairment (SF-36 subscales: social functioning, role emotional, mental health, and vitality) and physical
health impairment (SF-36 subscales: physical functioning,
role physical, bodily pain, and general health) severity found
in this study, although modest, is consistent with studies on
depression and HRQOL21 and highlights the importance of
598

Vitality

21.30a

0.329

Social functioning

29.98a

0.412

Role emotional

22.28

a

0.340

Mental health

54.28a

0.517

7.35a

0.133

a

0.213

5.18b

0.092

a

0.153

PCS
Physical functioning
Role physical

Discussion
Our results, demonstrating that veterans with PTSD have
greater functional impairment (lower SF-36 scores), illustrates the significant association between PTSD on HRQOL,
especially in the scales measuring emotional well-being. The
degree of functional impairment was similar to that found
among patients with both serious medical and psychiatric diseases.46 Consistent with previous studies,3,21,47,48 this study
illustrates the significant association between PTSD and
HRQOL in veterans, but mainly for scales measuring mental
health impairment (SF-36 subscales: social functioning, role
emotional, and mental health, and not vitality).

Adj R2

F

Bodily pain
General health

12.17

8.44

df = 3,121
P < 0.001

a

P = 0.001

b

assessing for depression that often present with PTSD.53
Depression may also be an independent effect of trauma
exposure such as peacekeeping, which may have independently contributed to impaired HRQOL.54 However, because
of the high comorbidity between depression and PTSD in this
study and in past research,29,53 it is difficult to distinguish
between primarily depression and primarily PTSD.
This study demonstrates that anxiety disorders such as PTSD
are associated with impaired quality of life, especially in
emotional well-being. This observation may have important
clinical implications in the veteran population, especially
when they seek pension entitlement for mental health conditions, as measures of HRQOL may be necessary to adequately assess functional impairment. This impairment in
emotional and physical functioning not only reflects diminished quality of life for the individual veteran but also has a
social cost resulting from time off work, unemployment,
social isolation, and interpersonal violence. 49 It is also likely
that the lower HRQOL in veterans with PTSD are associated
with greater health care use and therefore increased health
costs.55–57 Further study would be needed to determine if
treatment of PTSD in a veteran population would also result
in a substantial improvement in HRQOL, as was demonstrated by Malik et al.3
A limitation of this study is that we cannot generalize to a
general population, as the study included only male veterans
who were either seeking treatment or pension entitlement for
a psychiatric condition. This not only limits the
generalizability of the study but may have further biased
W La Revue canadienne de psychiatrie, vol 53, no 9, septembre 2008
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reporting in the sample. Additionally, as that HRQOL was
based on patient self-report (SF-36) in the context of a pension
entitlement assessment, it may have systematically biased the
observed relation between PTSD (and depression) and
HRQOL.
In conclusion, deployed peacekeeping veterans with PTSD
have significant impairments in HRQOL in emotional functioning. This information is useful for clinicians and Veterans
Affairs administrators in understanding potential rehabilitation needs of veterans with PTSD. The observation that the
psychiatric illnesses, such as PTSD and depression, impair
HRQOL stresses the importance of including measures of
quality of life in the comprehensive evaluation of veterans to
better address their health care needs. Further study would be
needed to determine if treatment of PTSD in a veteran population would also result in an improvement in HRQOL.
Acknowledgements
The views expressed in this manuscript are those of the authors
and do not necessarily represent the views of Veterans Affairs
Canada. Dr Richardson, Dr Pedlar, Dr Elhai, and Mary Long
report no competing interests.

References
1. Lamerson C, Kelloway E. Towards a model of peacekeeping stress: traumatic
and contextual influence. Can Psychol. 1996;37(4):195–204.
2. Roberts P. War and peace—a field study in Bosnia of troops on a siege under
fire. In: Presentation at the16th Annual Meeting of the International Society for
Traumatic Stress Studies. San Antonio (TX): International Society for Traumatic
Stress Studies; 2000.
3. Malik M, Connor K, Sutherland S, et al. Quality of life and posttraumatic stress
disorder: a pilot study assessing changes in SF-36 scores before and after
treatment in a placebo-controlled trial of fluoxetine. J Trauma Stress.
1999;12(2):387–393.
4. Mehlum L, Koldsland BO, Loeb ME. Risk factors for long-term posttraumatic
stress reactions in unarmed UN military observers: a four-year follow-up study. J
Nerv Ment Dis. 2006;194(10):800 –804.
5. Dallaire R. Shake hands with the devil: the failure of humanity in Rwanda.
Toronto (ON): Random House of Canada; 2003.
6. Brewin CR, Andrews B, Valentine JD. Meta-analysis of risk factors for
posttraumatic stress disorder in trauma-exposed adults. J Consult Clin Psychol.
2000;68(5):748 –766.
7. Yehuda R. Risk factors for posttraumatic stress disorder. Washington (DC):
American Psychiatric Press Inc; 1999.
8. Birenbaum R. Peacekeeping stress prompts new approaches to mental-health
issues in Canadian military. Can Med Assoc J. 1994;151(10):1484 –1489.
9. Litz BT, Orsillo SM, Friedman M, et al. Posttraumatic stress disorder associated
with peacekeeping duty in somalia for U.S. Military personnel. Am J Psychiatry.
1997;154(5):178 –184.
10. Passey G, Crocket D. Psychological consequences of Canadian UN
peacekeeping in Croatia and Bosnia. In: International Society for Traumatic
Stress Studies. Boston (MA): International Society for Traumatic Stress Studies;
1995.
11. Sareen J, Cox BJ, Afifi TO, et al. Combat and peacekeeping operations in
relation to prevalence of mental disorders and perceived need for mental health
care: findings from a large representative sample of military personnel. Arch Gen
Psychiatry. 2007;64(7):843–852.
12. Richardson JD, Naifeh JA, Elhai J. Posttraumatic stress disorder and associated
risk factors in Canadian peacekeeping veterans with health-related disabilities.
Can J Psychiatry. 2007;52(8):510–518.
13. Boscarino JA. Diseases among men 20 years after exposure to severe stress:
implications for clinical research and medical care. Psychosom Med.
1997;59(6):605–614.
14. Boscarino JA. Posttraumatic stress disorder and mortality among US Army
veterans 30 years after military service. Ann Epidemiol. 2006;16(4):248–256.

The Canadian Journal of Psychiatry, Vol 53, No 9, September 2008 W

15. Hoge CW, Terhakopian A, Castro CA, et al. Association of posttraumatic stress
disorder with somatic symptoms, health care visits, and absenteeism among Iraq
war veterans. Am J Psychiatry. 2007;164(1):150–153.
16. Hoge CW, Lesikar SE, Guevara R, et al. Mental disorders among US Military
personnel in the 1990s: association with high levels of health care utilization
and early military attrition. Am J Psychiatry. 2002;159(9):1576–1583.
17. Schnurr P, Green BL, eds. Trauma and health: physical health consequences of
exposure to extreme stress. Washington (DC): American Psychological
Association; 2004.
18. Schnurr P, Spiro A. Combat exposure, posttraumatic stress disorder symptoms,
and health behaviors as predictors of self-reported physical health in older
veterans. J Nerv Ment Dis. 1999;187(6):353–359.
19. Asmundson GJG, Stein MB, McCreary DR. Posttraumatic stress disorder
symptoms influence health status of deployed peacekeepers and nondeployed
military personnel. J Nerv Ment Dis. 2002;190(12):807–815.
20. Gandek B, Ware J. Translating functional health and well-being: international
quality of life assessment (IHRQOLA) project studies of the SF-36 health
survey. J Clin Epidemiol. 1998;51(11):891–1203.
21. Hannson L. Quality of life in depression and anxiety. Int Rev Psychiatry.
2002;14(3):185–189.
22. Schnurr P, Friedman MJ, Green BL. Posttraumatic stress disorder among World
War II mustard gas test participants. Mil Med. 1996;161(3):131–136.
23. Schonfeld WH, Verboncoeur CJ, Fife RSK, et al. The functioning and
well-being of patients with unrecognized anxiety disorders and major
depressive disorder. J Affect Disord. 1997;43(2):105–119.
24. Cordova MJ, Andrykowski MA, Kenady DE, et al. Frequency and correlates of
posttraumatic-disorder-like symptoms after treatment for breast cancer.
J Consult Clin Psychol. 1995;63(6):981–986.
25. Ware J, Kosinski M, Gandek B. SF-36 health survey: manual and interpretation
guide. Lincoln (RI): Quality Metric Incorporated; 2000.
26. Buckley TC, Mozley SL, Bedard MA, et al. Preventive health behaviors,
health-risk behaviors, physical morbidity, and health-related role functioning
impairment in veterans with post-traumatic stress disorder. Mil Med.
2004;169(7):536–540.
27. Rapaport M, Endicott J, Clary C. Posttraumatic stress disorder and quality of
life: results across 64 weeks of sertraline treatment. J Clin Psychiatry.
2002;63(1):59–65.
28. Keane TM, Kaloupek DG. Comorbid psychiatric disorders in PTSD:
implications for research. Ann New York Acad Sci. 1997;21(1):24–34.
29. Keane TM, Wolfe J. Comorbidity in post-traumatic stress disorder: an analysis
of community and clinical studies. J Appl Soc Psychol. 1990;20:1776–1788.
30. Blake DD, Weathers FW, Nagy LM, et al. A clinician rating scale for assessing
current and lifetime PTSD: the CAPS-1. Behav Therapist. 1990;18:187–188.
31. Weathers FW, Litz B. Psychometric properties of the clinician-administered
PTSD scale, CAPS-1. PTSD Res Q. 1994;5:2–6.
32. Weathers FW, Keane TM, Davidson JR. Clinician-administered PTSD scale:
a review of the first ten years of research. Depress Anxiety. 2001;13:132–156.
33. Weathers FW, Ruscio AM, Keane TM. Psychometric properties of nine scoring
rules for the clinician-administered posttraumatic stress disorder scale. Psychol
Assess. 1999;11:124–133.
34. Gray MJ, Litz BT, Wang J, et al. Psychometric properties of the life events
checklist. Assessment. 2004;11:330–341.
35. Hamilton M. Development of a rating scale for primary depressive illness. Br J
Soc Clin Psychol. 1967;6:276–296.
36. Maier W, Phillip M, Heuser I, et al. Improving depression severity assessment
II. Content, concurrent, and external validity of three observer depression
scales. J Psychiatr Res. 1988;22:3–12.
37. Rehm L, O’Hara MJ. Item characteristics of the Hamilton rating scale for
depression. Psychiatr Serv. 1985;19:31–41.
38. Hamilton M. A rating scale for depression. J Neurol Neurosurg Psychiatry.
1960;23:56–62.
39. Reynolds W, Kobak K. Reliability and validity of the Hamilton depression
inventory: a paper-and-pencil version of the Hamilton rating scale clinical
interview. Psychol Assess. 1995;7:472–483.
40. Bech P, Gram L, Dein E, et al. Quantitative rating of depressive states:
correlation between clinical assessment, Beck’s self-rating scale, and
Hamilton’s objective rating scale. Acta Psychiatr Scand. 1975;51:161–170.
41. Ware J, Kosinski M, Bayliss M, et al. Comparison of methods for the scoring
and statistical analysis of SF-36 health profile and summary measures: summary
results from the medical outcomes study. Med Care. 1995;33:AS264–AS279.
42. Ware J, Kosinski M, Keller S. SF-36 physical and mental health summary
scales: a user’s manual. Boston (MA): The Health Institute; 1994.
43. McHorney CA, Ware JE, Lu R, et al. The MOS 36-item short-form health
survey (SF-36): III. Tests of data quality, scaling assumptions, and reliability
across diverse patient groups. Med Care. 1994;32:40–66.
44. Barrett DH, Doebbeling CC, Schwartz DA, et al. Posttraumatic stress disorder
and self-reported physical health status among US Military personnel serving
during the gulf war period: A population-based study. Psychosomatics.
2002;43:195–205.
45. Simon NM, Otto MW, Korbly NB, et al. Quality of life in social anxiety
disorder compared with panic disorder and the general population. Psychiatr
Serv. 2002;53:714–718.

599

Original Research

46. McHorney CA, Ware JE, Raczek AE. The MOS 36-item short-form health
survey (SF-36): II. Psychometric and clinical tests of validity in measuring
physical and mental health constructs. Med Care. 1993;31:247–263.
47. Mendlowicz MV, Stein MB. Quality of life in individuals with anxiety disorders.
Am J Psychiatry. 2000;157:669–682.
48. Mittal D, Fortney JC, Pyne JM, et al. Impact of comorbid anxiety disorders on
health-related quality of life among patients with major depressive disorder.
Psychiatr Serv. 2006;57(12):1731–1737.
49. Zatzick DF, Marmar CR, Weiss DS, et al. Posttraumatic stress disorder and
functioning and quality of life outcomes in a nationally representative sample of
male Vietnam veterans. Am J Psychiatry. 1997;154:1690–1695.
50. Litz BT. The psychological demands of peacekeeping. PTSD Clin Q.
1996;6(1):1–8.
51. Litz BT, King LA, King DW, et al. Warriors as peacekeepers: features of the
Somalia experience and PTSD. J Consult Clin Psychol. 1997;65(6):1001–1010.
52. Koren D, Norman D, Cohen A, et al. Increased PTSD risk with combat-related
injury: a matched comparison study of injured and uninjured soldiers
experiencing the same combat events. Am J Psychiatry. 2005;162:276–228.
53. Kessler RC, Sonnega A, Bromet E, et al. Posttraumatic stress disorder in the
national comorbidity survey. Arch Gen Psychiatry. 1995;52:1048–1060.
54. Breslau N, Davis G, Peterson E, et al. A second look at co-morbidity in victims
of trauma: the post-traumatic stress disorder-major depression connection. Biol
Psychiatry. 2000;48:902–909.
55. Rosenheck RA, Fontana A. Do Vietnam-era veterans who suffer from
posttraumatic stress disorder avoid Veteran’s Affairs mental health services? Mil
Med. 1995;160:136–142.

56. Wallace AE, Weeks WB, Wang S, et al. Rural and urban disparities in
health-related quality of life among veterans with psychiatric disorders.
Psychiatr Serv. 2006;57:851–856.
57. Wilson IB, Cleary PD. Linking clinical variables with health-related quality of
life. A conceptual model of patient outcomes. JAMA. 1995;273(1):59–65.

Manuscript received July 2007, revised, and accepted January 2008.
1
Consultant Psychiatrist, Adjunct Professor, Department of Psychiatry,
Univeristy of Western Ontario, London, Ontario; Consultant Psychiatrist,
Veterans Affairs Canada, Hamilton, Ontario.
2
Psychology Intern-Doctoral Candidate, National Crime Victims
Research and Treatment Center, Medical University of South Carolina,
Charleston, South Carolina.
3
Research Directorate, Veterans Affairs, Charlottetown, Prince Edward
Island.
4
Associate Professor, Disaster Mental Health Institute, University of
South Dakota, Vermillion, South Dakota.
Address for correspondence: Dr D Richardson, Operational Stress Injury
Clinic, Parkwood Hospital, St Joseph’s Health Care London, University
of Western Ontario, 801 Commissioners Road East, London, ON
N6C 5J1; Don.Richardson@sjhc.london.on.ca

Résumé : Le trouble de stress post-traumatique et la qualité de vie liée à la santé dans
un échantillon d’anciens combattants des Forces canadiennes de maintien de la paix
en quête de traitement et de leur pension
Objectifs : Examiner la qualité de vie liée à la santé (QDVLS) chez d’anciens combattants déployés
des Forces canadiennes de maintien de la paix, en abordant les associations avec le trouble de stress
post-traumatique (TSPT) et la gravité de la dépression.
Méthodes : Les participants (n = 125) étaient d’anciens combattants masculins consécutifs qui ont
été adressés pour une évaluation psychiatrique. Les instruments administrés comprenaient l’échelle
du TSPT administrée par un clinicien, l’échelle de dépression de Hamilton, le questionnaire sur la
santé SF-36, et les caractéristiques sociodémographiques.
Résultats : La qualité de vie liée à la santé mentale était significativement plus faible chez les
gardiens de la paix qui souffraient du TSPT que chez ceux qui n’en étaient pas affectés. Les
analyses univariées ont révélé que le TSPT et la gravité de la dépression étaient chacun
significativement négativement liés à la QDVLS mentale. Dans les analyses de régression
séquentielles contrôlant l’âge, nous avons observé que le TSPT et la gravité de la dépression
prédisaient significativement la QDVLS tant physique que mentale.
Conclusions : Les anciens combattants souffrant de TSPT ont des déficiences significatives de
QDVLS. Cette information est utile aux cliniciens et aux administrateurs du ministère des Anciens
combattants qui travaillent auprès des anciens combattants de la nouvelle génération, car elle
souligne l’importance d’inclure des mesures de la qualité de vie dans l’évaluation psychiatrique des
anciens combattants, afin de mieux répondre à leurs besoins en matière de réhabilitation.
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